Conference reports

Connecting Healthcare. Sydney 11-12 February 2009
Sandra Grace
On leaving Victoria to attend this conference, there was a lot of sadness in the state and a strong smell of smoke in the air. It was just three days since the day on which dreadful bushfires (now known as Black Saturday) had ravaged parts of Victoria. It was therefore appropriate that the welcome from the Chair, Mark Brommeyer, started with all delegates observing a minute's silence for those affected by the fires.
The Connecting Healthcare conference could not have been better titled as it was just that -two days of discussion on the need to bring together all patient information currently held in disparate places (either electronically or paper based) and make it electronically available to both healthcare providers and the consumer. Sounds easy, doesn't it? Why hasn't this been done already? As remarked by the Chair, this conference was about 'one small step for humanity, one giant leap for electronic healthcare'.
It was evident from a number of papers presented that many healthcare services have attempted to achieve this goal; many have started down the electronic health record (EHR) path and have some excellent systems in place, but it seems no one has 'cracked the nut' and found the perfect result of a fully integrated EHR. A number of issues were highlighted that could impact on the progress of e-health; however, a key message was for organisations to use what IT infrastructure and technology that are available to make small incremental changes, or risk setting back any progress.
Peter Fleming, CEO of National e-Health Transition Authority (NeHTA) was the keynote speaker on Day One and gave an overview of where we are now and what the next step should be. World-wide there have been huge advances in the use of technology (e.g. ATMs and airline booking systems), yet in healthcare we still struggle to move information from one postcode to another. With an ageing population, rising chronic disease and a comparatively small workforce, technology is undoubtedly the answer to information sharing. NeHTA's vision is for an EHR that is owned by the consumer, fully accessible by the patient's GP and with graded access to information for all other parties. NeHTA is also a strong advocate for a 'summary health profile' that would contain important information for a treating health professional to view at a glance.
By the end of 2009, NeHTA will have completed work on individual health identifiers, authentication Public Key Infrastructure (PKI) and security. They will also be engaging in dialogue with healthcare providers as they seek to implement large-scale pilot programs beginning with discharge summaries, referrals and medication management. Still unresolved is the decision on common standards for collection and transmission of data. One delegate suggested NeHTA work with Medicare to have one PKI certificate per practitioner to improve efficiency and functionality.
Electronic health record vs electronic medical record vs personal health record
Is there any difference between an EHR, EMR and PHR? Are we confusing ourselves with different names for the same thing? Jacqui Burford, from Health Support Service, NSW Health, who presented a paper titled Building a better electronic health record, gave a definition that certainly made things clearer for me. She explained that an EHR is not an EMR. An EMR is the operational system, which means the system where information is added and stored. The EHR is the reference tool, where data are collated and distributed to provide an overview of a patient's care. Personal health records are compiled by consumers rather than healthcare providers,
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where all control is with the consumer, including who can and cannot access the information.
The benefits of an EHR have been widely published for some years now so it was no surprise that all speakers recognised similar benefits. Of interest were the common issues, constraints and lessons learnt from those who had or were in the process of scoping, piloting or implementing EHRs.
Mr Otto Larsen, CEO, Connected Digital Health, National Board of Health Denmark provided an interesting paper on Denmark's path towards an EHR. Health IT is very strong in Denmark, with 98% of GPs, 85% of specialists, all pharmacies and public hospitals hooked up to the Danish Health Data Network. The uptake is high because non-use of IT systems equals 'no pay'. By January 2007 there were many well-functioning, separate electronic systems operating in Denmark. However, coordination and integration was hampered by the involvement of too many decision makers while finances were dwindling; hence the development of a national Health IT strategy 2008-2012 aimed at improving quality and efficiency, with more binding cross-sector coordination. Dynamic action plans were the key to this approach.
A current project in Denmark is to develop a single sign-on for doctors to overcome the issue of multiple passwords. This is a challenge when multiple vendors are involved, hence vendor cooperation is vital. All delegates agreed this was a huge issue, particularly in the primary healthcare sector, and is a barrier that hospitals encounter when sharing information across sectors.
The National Danish e-health portal, Sundhed. dk (www.sundhed.dk), is a platform for citizento-clinician communication. Individuals request secure certificates allowing them access to the portal in order to add information. Amongst other things they can have prescriptions renewed, sign up as an organ donor and generally communicate with their GP.
There were common themes throughout the conference. One of the main issues is that of opt-in or opt-out consent. NeHTA quoted that of the 82% of Australians who support the individual EHR, 77% said the EHR should be opt-in (national opinion poll completed in July 2008), whereas in Denmark opt-out is the best solution, where <2% actually do opt out. The Healthelink pilot in NSW has an auto-enrolment for eligible participants who can opt-out at any time. They currently have a 4-5% opt-out rate. Otto Larsen from Denmark said that if there is too tight a control on privacy, efficiency is decreased. The questions were asked: Should there be a national standard on privacy? Would this solve some issues?
The panel discussion on Day Two had a GP focus. The Australian General Practice Network (AGPN) is the peak body supporting GPs in this country. Their view is that early engagement of clinical and end-users is vital for the transition to e-health. Dr Mukesh Haikerwal, when referrring to the National Health and Hospitals Reform Commission's recent report (www.nhhrc. org.au), observed that electronic systems must ensure good ongoing care, including collaborative management of complex cases and the chronically ill. It is also important to look at the interface between primary healthcare and hospitals -ehealth is 'not all about hospitals'. All panellists agreed that change management, including user buy-in and patient engagement, were the keys to e-health implementation.
In summary, some of the key points arising from the conference were:
The value of change management processes and business process review cannot be underestimated. Adequate, ongoing funding is essential.
Clinicians, including local champions, must be engaged at the start,. All change must add value to the system. Consumers are important. For those of us working closely with the GP population, Ian Landreth CEO, Sunshine Coast Division of General Practice, outlined the three conditions for success with GPs and change management: 1. it must be good for their patients 2. it must be financially neutral 3. it must be simple.
I would like to conclude by sharing with you part of HIMAA President Vicki Bennett's welcome as Chair on Day Two. Vicki acknowledged the presence of at least 20 HIMs at the conference and had this to say about them: 'HIMs provide information for evidence-based decisions at any level in the health sector. Value HIMs in your health care organisation'. 
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